has limited benefits and potential harms for the receiving community abroad. 2 As these short-term models become popular, our research group believes that standards are needed to shift this "balance of benefits" more towards the intended service recipients (i.e., the community abroad) while retaining benefits derived by learners and sending institutions.
Recognizing that isolated short-term global health learning experiences have limited community benefit, we are developing a "crowdsourcing" model that pools multiple visiting teams into a larger, coordinated effort addressing the root causes of ill health. More than 30 teams visit La Romana, Dominican Republic, annually, providing limited primary care in the form of mobile medical clinics over one to two weeks through a partnership with the local Good Samaritan Hospital. In isolation, these groups are hampered by duplication of efforts, mixed messages, and limited outcomes. Our pilot uses a collaborative model that links together visiting team efforts with those of local leadership in deploying longer-term development projects.
Our premise is that multiple coordinated short-term teams could result in a more sustained, meaningful impact. For example, instead of having 12 teams going it alone and handing out assorted pills, could they instead provide a 12-week curriculum to host community providers and help develop local capacity-in essence, strengthening the local health care system by targeting upstream goals?
A collaborative model is one example of putting the receiving community's needs at the center of global health curriculum development, in the hopes of matching the intentions of these short-term learners with meaningful outcomes. Participation and interest in such efforts continue to grow among volunteers and institutions, given the learning, outreach, and advocacy benefits they derive. Realizing this, an informed discussion about models for short-term global health learning experiences is vital in ensuring such experiences also provide lasting benefit for the host communities.
with the existing health system, even if the system is or appears to be limited in nature. This approach has further benefits by aligning the goals of visitors with local systems' priorities, workforce realities, and capacities. Likewise, integrating previously disjointed activities into the existing local health system may facilitate local capacity building, helping to ensure that impacts of global health activities endure beyond the duration of shortterm outsider presence. 2 Regardless of potential limitations, as we attempt to develop contemporary impact-driven global health education and engagement, novel collaborative approaches provide important avenues to harnessing the collective strengths of medical professionals, institutions, and trainees.
Disclosures: Dr. Jessica Evert is executive director of Child Family Health International (CFHI). As such, she is not independent of one of the organizations discussed in the original article that is subject of these letters. CFHI and other thirdparty organizations were not directly involved in the reflection sessions detailed in the cited program evaluation. In Reply to Loh and Lin: We agree with Drs. Loh and Lin regarding reframing current global health experiences and programs to balance the interests of the sending institutions, learners, and the receiving communities. Drs. Loh and Lin reflect upon a pilot program utilizing a "crowdsourcing" model to help coordinate multiple shortterm volunteer and educational activities into more cohesive longitudinal efforts. Crowdsourcing may offer a number of potential benefits, including (1) eliminating redundancies and improving efficiency, (2) developing consistent program goals, (3) bridging discontinuity in the provision of local care, and (4) improving innovation with diverse sets of eyes and perspectives. In fact, crowdsourcing has been used effectively across medical fields, especially with the advent of online-based collaboration platforms. 1 However, a few pragmatic issues must be considered with this model. Despite common project goals, multiple handoffs between short-term cohorts may fragment attempts at establishing continuity. Even with online-based support, full-time staff from an intermediary organization may still be required to optimize care transitions. Another hurdle is that program evaluation becomes more challenging with increasing numbers of participants and groups. Attempts to create uniform programs may restrict individual sending institutions' preferences and tailored learning and clinical focus.
Ideally, the integration of historically fragmented efforts by outsiders would not only be coordinated amongst the external actors but also coordinated Global Health Training Should Be Structured, Standardized, and Universal
To the Editor: In their October article, Thompson et al 1 highlight a common and growing issue faced by residents and practicing physicians around the country. They conclude that pediatric residents do not receive proper training on use of medical interpreters, and suggest updating residency training curricula. The authors do not address their selection bias for programs in areas of high limited English proficiency (LEP), which likely led to overestimating pediatric residents' proficiency in working with interpreters. With nearly 10% of the U.S. population having LEP, and increased medical access for members of racial and ethnic minority groups resulting from the enactment of the Affordable Care Act, 2 these findings present a sobering view of our next generation of physicians' ability to communicate well with many of their patients. To be fully prepared to treat an increasingly diverse population of patients, we believe that all physiciansin-training should receive formal global health training in undergraduate and postgraduate medical education.
Over the last decade, many medical schools have incorporated global health teaching in their curricula, and people have suggested creating global health competencies. 3 At Harvard Medical School, all first-year students take a social medicine and global health course, which includes lectures and group discussions on health inequalities and social determinants of health, among other topics. While these principles are a fundamental part of medical education, they must be reinforced on a more practical level during postgraduate training.
Postgraduate training programs for global health should be structured, standardized, and universal. 4 Thompson et al highlight one of many skills that are missing from the Accreditation Council for Graduate Medical Education's six core competencies. Standardizing global health training through measured competencies would generate better physicians while improving the delivery of medical care. All physicians should possess these skills, and the perils of not teaching them to residents will continue to impede proper medical care for all people.
In Reply to Drain and Rhatigan:
We appreciate the insightful comments from Drs. Drain and Rhatigan regarding our article. Their observation that our findings may overestimate residents' proficiency with interpreters reemphasizes our study's central conclusion: that the low rate of education and evaluation on interpreter use, even among residency programs where exposure to individuals with limited English proficiency (LEP) is relatively high, suggests that broad action in this area is needed. We believe that as the population with LEP increases and the striking demand for global health experiences grows, 1 the need to uniformly train physicians in interpreter use is substantiated regardless of a program's local population demographics. Supporting this call for action is our finding that educational sessions on interpreter use during residency are associated with increased resident self-efficacy in this domain. Equally important is a finding reported by Hernandez et al 2 that self-efficacy in the overall care of families with LEP is associated with increased resident satisfaction in the care of such families.
We agree with Drain and Rhatigan that training in global health is important and add that interpreter training relates to both the care of individuals with LEP in the United States and to experiences with international populations. Given that training in cross-cultural care is now a residency program expectation, 3 we propose that training in the areas of global health and caring for individuals with LEP may have a greater impact when combined in scope. They also
A Standard for Medical Spanish Credentialing
To the Editor: Lion et al 1 have confirmed what we feared for yearsour desire to help patients by speaking Spanish could be harming them through our unwitting language errors. Our provision of peer-led medical Spanish classes at Loyola University Chicago Stritch School of Medicine heightened our sense of responsibility for ensuring students who learn medical Spanish use their new skills in a safe manner. Ultimately, we identified the need for a standardized Spanish Bilingual Medical Student Certification (Certification).
2 Based on our experience, we offer a number of recommendations for developing a successful language credentialing system and cultivating the capacity to safely provide bilingual health care.
Credentialing programs must recognize that providing bilingual health care requires mastery of many complex skills. Our Certification starts with two phone
